SUMMARY Giant cell arteritis (GCA) of the uterus and adnexa is extremely rare-only nine cases have been reported. We report a further case, in which the patient was found to have GCA of the myometrial arteries on routine hysterectomy. She then developed another rare manifestation of GCA, involvement of the axillary arteries causing arm claudication and chronically ischaemic hands.
present with general malaise, proximal muscle pain and stiffness, bitemporal headache, and visual blurring. Although arteries of the head and neck are most often involved. GCA may occasionally affect the aorta and branches and very rarely affects pelvic arteries. We report a patient with GCA of the myometrial arteries who developed arm ischaemia because of axillary artery involvement.
Case report A 73 year old woman was referred for gynaecological consultation because of bleeding from a cervical polyp. She was otherwise fit. The gynaecologists found prolapse in addition to the cervical polyp. Haemoglobin preoperatively was 9-3 g/dl (93 g/l phokinase, autoantibodies, thyroxine, thyroid stimulating hormone, complement, chest and hip x rays, and electrocardiogram were normal or negative. Arch aortography was carried out. This showed unfolding of the aortic arch and some dilatation and tortuosity of the innominate and both subclavian arteries, with occlusion of the right axillary artery over 4 cm (Fig. 2) and almost complete occlusion of the left axillary artery. There was a moderately good collateral supply with good distal run off bilaterally and the brachial, radial, and ulnar arteries were of reasonable calibre. These changes were felt to represent atheromatous dilatation and tortuosity proximally, but the blocks and stenosis in the axillary arteries were felt to be due to arteritis.
A diagnosis of PMR and GCA affecting myometrial and axillary arteries was made, and treatment with prednisolone 60 mg/day started. Her left arm returned to normal and she has only occasional claudication in the right arm. The radial pulse is now palpable but reduced and her blood pressure is recordable in the right arm. She has full, pain free movement in both hips. Her ESR is 7 mm/h and prednisolone dose 14 months after starting treatment is 7-5 mg/day.
Discussion
This woman had an extremely rare presentation of PMR/GCA. There are only seven reports in the literature2 of nine cases of arteritis of uterus, ovaries, or fallopian tubes. In none of these cases did GCA cause gynaecological symptoms. Six patients had features of PMR/GCA. Our patient conformed to this pattern, in that the GCA was an incidental finding on hysterectomy, though on further questioning she did have features of PMR.
She then developed another unusual manifestation of GCA, arm ischaemia secondary to arteritis of the axillary arteries. Aortic arch involvement was first described in 1938. 
